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Overview ¢HRSA

e The 340B Drug Pricing Program (340B Program) requires drug
manufacturers to provide covered outpatient drugs to eligible
covered entities at significantly reduced prices

e Average savings of 25 —-50%
* Estimated $6 billion in 340B drug purchases last year

e Manufacturers that participate in Medicaid must also participate in
the 340B Program

e The 340B Program enables covered entities to stretch scarce Federal
resources as far as possible, reaching more eligible patients and
providing more comprehensive services.

e Eligible covered entities are defined in the statute

e To participate in the 340B Program, eligible covered entities must
register and be enrolled with the 340B Program, and comply with all
340B Program requirements
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e 1992: creation of the 340B Program

e 1996: HRSA issued guidance for an individual
to qualify as a patient of a 340B covered entity

e 2010: Congress passed ACA, which broadened
the 340B Program to cover four additional
types of hospital entities
— Free-standing Cancer Hospitals, Rural Referral

Centers, Sole Community Hospitals and Critical
Access Hospitals
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Eligible Covered Entities <HRSA
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Federal Grantees/Designees Certain Hospitals

e Federally qualified health center  Disproportionate share hospitals
» Federally qualified health center look- e Children’s hospitals

alikes e Critical access hospitals
* Title X Family Planning grantees * Free standing cancer hospitals
e State Aids drug assistance programs e Rural referral centers
* Ryan White Care Act grantees e Sole community hospitals
(A,B,C,D,F)

e Black lung clinics

e Hemophilia treatment centers

* Native Hawaiian health centers

e Urban Indian organizations

e Sexually transmitted disease grantees

e Tuberculosis grantees 4
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* Ensure eligibility of covered entity

* Provide accurate covered entity
information

* Ensure transparency of 340B drug
utilization

e Maintenance of 340B database record

e Covered entity is responsible for keeping
record up to date at all times
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I work in the Operations Branch of the Office of Pharmacy Affairs and I like to refer to it as the front door. The Operations Branch reviews every registration that comes through quarterly.  We have 4 staff in the Operations Branch and we received 2100 registrations this quarter. Registration and recertification are often confused with each other, but they are two distinct processes with distinct purposes.

Registration is the process for getting into the program and an entity registers only once.

Recertification is an annual process all entities must complete to stay in the program by attesting to compliance with the program.

When registering, you want to ensure that you are entering accurate information

By registering your entity in the 340B program, you are providing transparency to manufacturers of where the 340B Program is being utilized.

Please assign someone to ensure the record is up to date. 
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Registration Process ¢HRSA

e Registration Deadlines

Registration | January1l |Aprill- |Julyl- October 1

Period —January | Aprill5 |July15 — October
15 15

Start Date April 1 July 1 October1 January 1

* Includes new covered entities and contract pharmacies
e (Captures Medicaid billing information

 Change requests: changes to information on existing sites
listed in the 340B database. Allow up to 2 weeks for a change
request to be approved.
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You all are familiar with our registration periods which we will continue to follow.  
During the registration period, you may register a new covered entity,  a child site or a contract pharmacy. 

You all are very conscientious about submitting change forms for address and names changes BUT please do not submit the 340B Change request until the information is updated in EHB.  When I have to reject change requests because EHB has not been updated, I try and explain the reason and send a screen shot.  When this occurs, it means you and I have to do it all over again and I would like to prevent that 



 Changes occur on a rolling basic (real time) except for  Medicaid billing changes are updated QUARTERLY
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e Entities are not eligible for the 340B Program unless
listed in the 340B database

e Each clinic/site will receive a unique 340B ID

e Entities are required to keep their information
updated in the database, and ensure site are
properly listed

 Wholesalers will not ship 340B drugs unless there is
an exact site/address match in the 340B database

e The 340B database is separate from the Office of
Population Affairs’ grantee database - both must be
kept up-to-date
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The 340B database is very important.  The database is our source of truth for all stakeholders.  If a site does not appear in the database it should not be using 340B drugs.
Please do not provide 340B drugs at sites that are not listed in the 340B Program database. 

Your clinic’s information must be kept up to date at all times for several reasons:
To ensure that the manufacturers and distributors know you are eligible
OPA uses the contact information in the database to communicate with our hemophilia clinics.  We use the information to convey important messages about the program,and update entities on impending recertification.
All the information in the entity’s record is important.  

Another hint, please keep the authorizing official and primary contacts information up to date.  

Please do not forget it is the entities responsibility to keep their 340B database record up to date.
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Eligibility: Title X Family Planning cliftARSA

In order to enroll in the 340B program, a
Family Planning clinic must receive:

Title X Family Planning funding, as authorized by

Section 1001 of the Public Health Service Act (42
USCS§300)

e Title X funding is awarded through the Office
of Population Affairs
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For health centers we use the EHB.  The Electronic Handbook is our source of truth. Thanks to our colleagues in BPHC for working closely with us during the transition to use EHB as our source of truth.  This step was important so we can both provide a coordinated service and improve program integrity for our health center stakeholders. 

The key here is your information must be up to date in the EHBs on the day an entity registers.  We cannot prospectively approve registrations. 

For example:  If your grant status is pending because you have not opened a site, the site is not eligible.  Even if plans are to open it before the next quarter begins we cannot prospectively approve the site.    This is also true for submission of change forms.  Please do not submit a 340B change request until the address change is listed as active on form 5B.  

Unfortunately, the integration of the 340B database and EHB is not perfect#3 .. We did have a glitch during the July registration period, but we do work with each entity when a problem occurs. 

Entities should be  diligent about keeping your EHB record updated and work closely with their BPHC project officer to keep the record current.    I always tell folks who call about their registration that no news is good news.  We will contact you if there is an issue with the registrations.  When approved,  the authorizing official will receive an email alerting him or her that the entity was approved to participate.
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340B Registration Process™

1. Determine eligibility —is the clinic receiving Title
X funding? Find out what the Federal grant
number is (hint: FPHPA#####)

2. Complete the online registration during an open
registration period:

http://opanet.hrsa.gov/opa/Default.aspx

3. OPA verified eligibility of the clinic by contacting
a State-level Title X program manager

4. Await final decision from OPA. OPA will email
the AO and contact person if more information
is needed
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You will have to know your Federal grant number to register.  If you are unsure of what the number is, please contact the State-level organization through which you are receiving Title X funding.  They will be able to give you the number, which begins with FPHPA, followed by 6 numbers.

http://opanet.hrsa.gov/opa/Default.aspx

<HRSA

Participation Requirements™

 The covered entity must immediately inform HRSA of a
change in eligibility status and the entity must stop
purchasing immediately

e Entities must report non-compliance to HRSA

 Pharmacies should not have their own 340B ID — they
are not eligible covered entities:
— In-house pharmacies can be listed as a shipping addresses

— Contract pharmacies must be registered through the
contract pharmacy registration process

e Off-site outpatient facilities and subgrantee sites are
required to register and be listed in the database

10




340B Drug Delivery Options *HRSA

e Covered entity owned/in-house pharmacy
 Contract pharmacy

— single independent or chain pharmacy

 Covered entity:
— Maintains responsibility for 340B drug

— Is responsible for 340B Program compliance,
including oversight of contract pharmacies

11
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2 options – regardless of the option you choose, the covered entity remains responsible.


Annual Recertification ¢HRSA

e Required by statute (PHSA/ACA) to be completed
annually

e Ensure accuracy of covered entity and contract
pharmacy information in the 340B database

e Opportunity to update 340B database record

e Covered entities must self-disclose programmatic
violations

e Covered entity’s responsibility to ensure the
accuracy of the information in the 340B database

12
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Please recall that recertification is required by the Affordable Care Act of 2010.

All entities must comply and complete the process annually.  This includes completing the process for all sites registered in the database.  Please don’t think it isn’t mandatory for a site if you sold it or it closed.  All this should be reported at recertification if you haven’t reported previously.

The purpose of recertification is to increase the integrity and compliance with the program, improve accountability by all stakeholders and be transparent about where 340B drugs are being used.

The last two bullets on the page are very important, I cannot stress enough that the accuracy of the database record falls on the entity.

If at any time you become ineligible for the program please report it immediately to the 340B Program.
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Recertification Process <@I'IRSA

All covered entities with an active 340B ID are required to
recertify

Before recertification, the clinic should verify that the AO and
contact information is up to date

e If not, submit 340B Program change form:
http://opanet.hrsa.gov/OPA/CRPublicSearch.aspx

Monitor 340B Program webpage and your email for updates
on when recertification will occur for your organization

Recertification is not registration
340B Change form is different from performing recertification

Review recertification user guide for more information

— http://opanet.hrsa.gov/OPA/Manuals/OPA%20Database%20Guide%20f
0r%20Public%20Users%20-%20Recertification.pdf

13
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http://opanet.hrsa.gov/OPA/CRPublicSearch.aspx
http://opanet.hrsa.gov/OPA/Manuals/OPA%20Database%20Guide%20for%20Public%20Users%20-%20Recertification.pdf

Recertification Process ¢HIRSA

e |nclude 340B ID when communicating with APEXUS
or the 340B Program staff

e OPA recommends that the authorizing official and
primary contact are different individuals

PO boxes are authorized for billing addresses only

e When decertifying a site, be prepared to answer the
following questions:
— What is the reason for termination?
— What is the date the covered entity became ineligible?

— What is the last date 340B drugs were or will be purchased
under this 340B ID?

14
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When entities call Apexus with questions or communicate with OPA , it is very helpful if they have their 340B ID available

OPA can’t require that the Authorizing Official and contact are different, but we recommend that it is 2 different people.  It just makes life easier, so emails don’t get missed when an Authorizing Official is on vacation or moves. 

If a site is terminated, the entity will need to answer the following questions:
What is the reason for termination?
What is the date the covered entity became ineligible?
What is the last date 340B drugs were or will be purchased under this 340B ID?



Tips for Successful Recertification ¢HRSA

e User names and passwords are not good forever and cannot
be used to make continual changes to a covered entity
database record

Do not wait until the last days of recertification to request
technical assistance

 Work with your IT Security Program managers to ensure SPAM
filters will not block email from 340b.recertification@hrsa.gov

 Be prepared for questions from HRSA if you change critical
information in your 340B database record such as a change of
ownership or the addition of new addresses

15
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User names and passwords will be emailed to the Authorizing Official.  They may only be used at the time of recertification.

You do not need a user name and password to search the OPA database. Everything is transparent.

mailto:340b.recertification@hrsa.gov
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Terminations/Decertifications ¢HRSA

A covered entity should stop purchasing 340B drugs the day
they are no longer eligible (i.e., loss of grant funding, the clinic
closes) and immediately notify HRSA

— This should be done immediately through an online
change request

* A covered entity must complete the change request including
the following questions (dates are required):

A. The reason for termination

B. Date the entity became ineligible

C. The last date 340B drugs were or will be purchased under the 340B ID
D. A brief description of the facts surrounding the reason for termination

* A covered entity should not wait for the recertification

timeframe to terminate an entity
16
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Program Integrity - Audit§HRSA

Areas of Focus
e Eligibility
 Duplicate Discounts

e Diversion

17
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HRSA’s Program integrity areas of focus can be described in three main categories.  And I’m just going to give you a brief overview, the others will go into more detail later.

Eligibility - refers to the eligibility of a covered entity or one of its offsite outpatient facilities. Only health care organizations that have certain Federal designations or receive funding from specific Federal programs are eligible organizations that can register, be enrolled, and purchase discounted drugs through the 340B Program.  OPA’s first approach to enforcing eligibility requirements, is to ensure that covered entities are meeting the basic requirements for participation in the 340B Program be it disproportionate share percentage or funding from a specific Federal program.  Eligibility concerns would also include whether the entity has auditable records, whether the entity the accuracy of a covered entity’s record in the 340B database, and if the CE is a disproportionate share hospital, children’s hospital or free-standing cancer hospital, then eligibility compliance would include whether they are in compliance with the group purchasing organization prohibition which states that those entity types participating in the 340B Program may not obtain covered outpatient drugs through a group purchasing organization or other group purchasing arrangement. 
 
Duplicate discount refers to the provision that manufacturers are not required to provide a discounted 340B price and a Medicaid drug rebate for the same drug.  Covered entities must have mechanisms in place, for preventing duplicate discounts, and it is expected that those mechanisms are supported by documented policies and procedures, .  Preventing DD all starts with ensuring the accuracy of the covered entity’s Medicaid Exclusion File, which I’ll come back to in a bit.

Diversion refers to a situation where a 340B drug is provided to an individual who is not a patient of that entity.  Covered entities are required to follow patient definition guidelines of October 24, 1996.  Since diversion can also refer to a situation where a 340B drug is dispensed in an area of a larger facility that is not eligible (e.g. an inpatient service, a non-covered clinic) entities should enroll all eligible outpatient or satellite sites that meet the eligibility criteria.



Things to Know About AuditSHRSA

* Responsibility for 340B Program compliance
— Plan for oversight

e Policies and procedures compliant with 340B
Program requirements

* Final Report
— Agreement
— Disagreement

e Corrective Action Plan (CAP)

18
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During the audit process, we are evaluating eligibility, prevention of diversion and duplicate discounts and all these components lead to an increase in overall 340B Program compliance.

Audits also allow for opportunities to improve 340B Program oversight through
 - monitoring for potential violations at covered entity, registered off-site outpatient facilities and at the CE’s contract pharmacies
Prevent diversion and duplicate discounts


1. The CE is solely responsible for 340B Program compliance
Grantees should ensure sure their CPs and any third party vendors involved in the administration of the CE’s 340B Program understand the CE and HRSA will need access to the records for purposes of auditing.
CE may want to consider ensuring access to records is included in their contracts with CP and any software companies.

1b. CE is the one that has to not only have P&Ps on how the CE prevent diversion and duplicate discounts, but also policies and procedures on how the CP prevents diversion and DD and how the CE monitors the CP.  All policies and procedures should also be compliant with 340B Program requirements.

2. OPA and the Prime Vendor (APEXUS)  are the two sources of truth  if the grantees have any questions, those should be submitted to either Apexus or OPA.
3. Have a plan to test (internal and external “independent”) the CE’s compliance with the 340B Program requirements
This includes testing not only at the parent, but also off-site outpatient facilities, and contract pharmacies
If utilizing a software system, it is the responsibility of the CE (not the software company) to ensure the system is set up in a fashion which is compliant with 340B Program requirements.  
*For example, we have cited diversion findings based on the system not being set up correctly.

5. If CE disagrees with a finding, ensure to submit ALL appropriate and applicable documentation supporting the CE’s disagreement.  Make sure your summary of disagreement references a particular document.  If you decide to disagree with an instance of diversion, be sure to include applicable documentation which the auditor would utilize to support patient definition has been met.
Examples:

Eligibility – Registered contract pharmacies without contract in place :  Provide a copy of a signed and dated contract with all CP individually identified.  

Ineligible sites registered on the 340B database: Provide Medicare Cost Report worksheets A and C, if you have it and a trial balance.  The more info provided to show outpatient costs the better.

Duplicate Discounts - disagreement stating no rebates were claimed: provide written documentation from the Medicaid state agency confirming those claims.  
 
Diversion – For example:  340B drugs dispensed at ineligible sites not supported by responsibility of care: 
	A.  We would want the CE to provide auditable records demonstrating how the CE remained responsible for the care which took place at ineligible sites.  
	B.  Provide medical records with personally identifiable info redacted showing notes regarding referral visits. It is key that the CE demonstrates that retained responsibility of care.
	C.  Referral documentation
	D.  It is key that CE demonstrate they retained responsibility of care.

NOTE to entities: Fixing an issue during or after an audit does not mean the finding will be removed.  However, it may possibly help prevent the removal of CP, off-site outpatient facility or CE.

6.  CAPs:  CEs with findings in their Final Report must submit a CAP for HRSA’s approval within 60 days.  If a CE fails to submit a CAP, it may be removed from the 340B Program.
 



HRSA Audits by the Numbers <HRSA

as of 6/26/15

FY FY FY FY
2012 2013 2014 2015

Number of covered entities

audited
* Outpatient facilities/sub- 410 718 1476 1706
grantees
« Contract pharmacies 860 1937 4028 3233

Number of finalized reports 51 92 93 45

19



Presenter
Presentation Notes
Jane - 

-We plan to do 200 audits for FY15
-Check our website for updates
-All but 2 FY13 and 6 of the FY14 audits have been finalized and are posted on the website.
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 Engagement letter
e Scheduling

Pre-Audit | Data request
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So let’s look at the audit process and break it down into smaller parts.  
First we have the Pre-Audit Step.  When OPA selects an entity for audit, a letter is sent to the entity informing them of the pending visit.  The letter is sent at least one month prior to the anticipated on-site audit dates. The purpose of the letter is to begin planning for the on-site 340B Program audit. The engagement letter explains what to expect and how to appropriately prepare. 
The auditor will schedule a pre-site visit conference call with the contact person and other relevant staff.  Topics include audit objectives, logistics, scheduling, space needs, and the initial data request. 
The data request includes items such as 
A.  Policies and procedures related to 340B activity in which we would want to see a detailed process for 	
1) determining patient eligibility, 
	2) the purchasing, ordering and invoicing, 
	3) inventory, 
	4) 340B replenishment, 
	5) Medicaid billing and 
	6) and a process for utilizing any Contract Pharmacies. 

340B Universe – which is a listing of all 340B orders or prescriptions issued during the audit period (approximately 6 month window of 
         time), Record of 340B drug purchase orders made between the dates of the selected time frame.  So this needs to include drugs 	dispensed from all your contract pharmacies and in-house retail pharmacies. 


Most recently filed Medicare cost report (however, if outpatient facilities utilizing 340B drugs are not clearly listed on the Medicare cost report, the entity might be asked to provide a working trial balance as well)

A list of providers eligible  to write prescriptions for drugs deemed 340B-eligible (this includes employed and contracted providers), 


List of contract pharmacies that are being utilized, and their current contracts, and a 

I didn’t include this on the slide but thought I’d just mention that the data elements you are going to need are: 
A unique identifying number – this is likely the RX number, but can be any number you assign that will allow tracking through your system to retrieve all information associated with the order, the drug/product name, 
the acquisition price, 
the quantity issued, 
the patient id number, 
the payer (Blue Cross, Medicare, Medicaid, etc), 
and the ordering provider

The actual sample of prescriptions will be selected for testing while the auditor is on site.  

For the sampled 340B drugs from the dataset, the individual records will need to be available in either electronic or paper format, so if you use electronic health records, please just make sure to have an individual on site that has system knowledge to navigate the Electronic Health Record. 

Upon completion of the initial call, the covered entity should have a good understanding of the purpose of the audit, and the senior leadership team should be made aware of the HRSA audit as well. 
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e Opening Meeting
o Staff interviews
e Data sample review

/

Onsite Audit
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Now that we have discussed the pre-audit steps, let’s discuss the Onsite Audit portion…At the start of the on-site audit, the auditor will conduct an opening meeting with the covered entity staff. 
The opening meeting may be held with the primary contact person and any relevant staff that the entity chooses and can be on site or by telephone before the site visit.  
The purpose of the meeting is to just kickoff the on-site visit and gather everyone together to discuss the work plan/agenda for the days that the auditor is going to be on-site. 

During the site visit, the auditor will review the covered entity’s relevant policies and procedures, determine how they are operationalized, verify the entity’s eligibility (including GPO and outpatient clinic eligibility), review 340B Program compliance at the covered entity, off-site outpatient or associated facilities, and contract pharmacies. It will also include a verification of internal controls to prevent diversion and duplicate discounts, including how the covered entity defines whether a patient is considered inpatient or outpatient, how the CE determines 340B-eligibility, HRSA Medicaid Exclusion File designations, and the accuracy of the entity’s 340B database record.  

Just to clarify the data sample – it is used to test CE’s compliance with diversion & DD.  HRSA is NOT limited to that timeframe and HRSA may inquire about other program provisions and may ask about dates outside sample period.

**Just to note, the auditor may state facts throughout the audit, but they are not authorized to summarize any findings to the entity, even preliminary.  So, if there any conversations that seem concerning, the auditor is not going to tell you that this will or will not be a finding.  Their report to OPA will contain the facts as they know it and must undergo OPA review.  Additionally, any auditor statements made during the audit are not considered final and are subject to change.   
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e Eligibility
— Incorrect 340B database entry
— Lack of auditable records

— Lack of written contract pharmacy agreement in place
before registering contract pharmacy in 340B database

* Diversion
— Ineligible patient
— Inpatient status
— Ineligible sites

e Duplicate Discount
— Inaccurate information in the 340B Medicaid Exclusion File

— Billing Medicaid for 340B drugs at contract pharmacy when
no arrangement with state Medicaid agency has been
communicated with HRSA
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HRSA Audit Steps

Post-Audit

e Preliminary findings
* Notice and Hearing
« CAP

* Final Report

* Public letter

o Attestation
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This leads us into the Post-Audit portion.  So as I just mentioned, in terms of the post-audit process, the results of the audit are preliminary until the facts are reviewed by OPA. Following the audit, OPA will draft a Final Report and send it to the covered entity.  If there are findings, they will be cited in the report. 

After HRSA issues a Final Report, the covered entity has 30 calendar days from the date of the HRSA Final Report to review findings noted, and to review HRSA’s request for a CAP related to those findings. 
If a covered entity agrees with the Final Report, it must submit a CAP to HRSA within 60 calendar days for HRSA’s approval.  
If a covered entity disagrees with the Final Report, it must notify HRSA in writing within 30 calendar days with appropriate and applicable supporting documentation of the covered entity’s disagreement. OPA reviews the covered entity’s response and, if appropriate, may reissue the Final Report if changes are made based on documentation submitted.  

Once an audit report is finalized by OPA, covered entities that had diversion, duplicate discount findings or findings requiring repayment such as GPO or auditable records, for example…….will be required to provide OPA a public letter that will be posted on OPA’s public website along with the findings and associated corrective action. Letters must follow the standard language of the template . 

[FYI:  In order to view public letters regarding HRSA audits of covered entities www.hrsa.gov/opa/index/html  program integrity (left side of screen) select audit results (right side of screen)  public letter is posted under the applicable covered entity’s audit information. ]
  

The public letter outlines the findings and the intent of this public letter is to notify any affected manufacturers or wholesalers of the findings and state that repayment may be necessary and provide contact information for any questions or inquiries that may arise.  HRSA closes out the audit once the covered entity attests that all repayment is resolved (when applicable) and that the CAP has been fully implemented. 

Covered entities whose findings involve repayment may be subject to audit in a year.

If an entity fails to submit a CAP, it may be removed from the 340B Program. However, the CAP does not require corrective action to have already been taken. The CAP serves to outline the entity’s plan for corrective action, and there are no requirements at this time regarding an implementation timeline, however, HRSA does want each entity to establish a framework with a definite end in mind. HRSA understands that some issues, including duplicate discount issues that require coordination with State Medicaid offices, may take a significant amount of time to resolve and so we just ask that entities keep us updated with their CAP. 
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e Covered entities have opportunity for notice and
hearing

e Once a covered entity agrees to Final Report or time
for disagreement has passed = must submit their
corrective action plan (CAP) in 60 days

e Final audits and CAPs are posted in summary format

on our website as audits are finalized
— http://www.hrsa.gov/opa/programintegrity/index.html

e Results are used for educational purposes

— create tools and resources for all covered entities
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http://www.hrsa.gov/opa/programintegrity/index.html

340B Peer-to-Peer Program “HRSA

e High performing 340B entities (peer mentors) selected by
HRSA - provide practical examples of 340B integrity and
quality that serve as a resource for other entities

e Webinars held twice monthly (2nd and last Wednesday of
each month) - topics presented by peer mentors

* Available for free to all 340B stakeholders

 Webinar Registration information: OPA website
(www.hrsa.gov/opa), Apexus website
(www.340bpvp.com).
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Jane - 340B is a complex program and the 340B Program has a Peer-to-Peer program to assist you. Please take advantage of the webinars held by your peers. The webinars are held twice a month and the best part is they are free!  High performing 340B entities are selected by HRSA and they provide practical examples of 340B integrity and quality that serve as a resource.



<HRSA

HRSA Prime Vendor Program™

* Apexus is contracted by HRSA as the Prime
Vendor

 There is no cost to participate

e 340B University — education opportunities for
covered entities

* Technical Assistance
* Drug price negotiation services
 Multiple wholesale distributor agreements

26




Contact Information

Office of Pharmacy Affairs (OPA)
Phone: 301-594-4353
Web: www.hrsa.gov/opa

Prime Vendor Program (PVP)

Phone: 1-888-340-2787
ApexusAnswers@340bpvp.com

Web: www.340bpvp.com

340B University-educational opportunity
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Jane - Apexus provides the bulk of our technical assistance through a well trained knowledgeable call center.

You can reach the call center at the two links on the slide.  They also have a live chat feature at the 340bpvp.com link and a for those of you that prefer the phone you can reach them at 1-800-340-2787.

If you have a question about 340B, I strongly suggest you contact APEXUS first.  They are very responsive and will work with you to find an answer for you.  In those rare occasions they cannot answer you questions, they will refer you to us or will handle the inquiry for you.

Thank you for taking the time to learn more about the 340B Program.  We look forward to working with you in the future.

http://www.340bpvp.com/
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